	Assessment Checklist 


	Access to Special Education Services 





___ Interim Placement 	___ Initial IEP	___ Annual Review	Addendum/IEP Notes	___ Change of Information only


Student Name: 		ID:	


School of Attendance:	Grade:	Date:	


Yes�
�
No�
�
Special Education Services�
�
�
�
�
�
Services will be provided at the school of residence�
�
�
�
�
�
Student is eligible for extended school year services which may be located at a school other than the school of residence�
�
�
�
�
�
Will the student’s IEP address goals and objectives related to transportation access?�
�
Yes�
�
No�
�
Transportation Concerns�
�
�
�
�
�
Have parents been informed of their role and responsibility in transportation of their child?�
�
�
�
�
�
Does the student require adult supervision at the bus stop? If yes, parent or designee must meet the child at the stop.�
�
�
�
�
�
Are there circumstances that affect the location of the pickup and/or return addresses? Specify ___________________�
�
�
�
�
�
Are there specific types of assistance that the bus driver must provide? If yes, specify __________________________�
�
�
�
�
�
List any other characteristics, behaviors or needs (such as seating concerns) that may impact transportation:�
�
�
�
�
�
�
�
�
�
�
�
If it is in the best interest of the student to provide atypical transportation services, (a vehicle other than a bus)  please specify ________________�
�
Yes�
�
No�
�
Medical Concerns (to be completed in conjunction with the Nurse/Physician Assessment and/or Behavior Intervention Plan [BIP]. Attach supporting documentation.)�
�
�
�
�
�
Does the student have a physical disability that is life threatening and requires monitoring, interpretation or intervention as determined by the site or special education itinerant nurse?�
�
�
�
�
�
Is the student affected by a medical condition that limits the length of time he or she is able to ride on a bus? Attach asessment and explain: �
�
�
�
�
�
Does the student use technology or assistive devices such as a tracheostomy tube, use a helmet, ventilator, oxygen or frequent suctioning? (circle which and attach assessment)�
�
�
�
�
�
Does the student experience uncontrolled seizures, severe hypotonia causing potentially obstructed airway or apnea? (circle which and attach assessment)�
�
�
�
�
�
Does the student use a walker, manual wheelchair, power wheelchair? (circle which) Wheelchair width _________�
�
�
�
�
�
Is the student affected by a chronic medical condition that limits his or her ability to walk to and from school? Explain 


�
�
�
�
�
�
Does the student need an adapted car seat, safety vest or seat restraint? Explain _________________________________�
�
�
�
�
�
Does the student have equipment, an assistance animal or medication to be transported? Specify _________________�
�
�
�
�
�
Does the student exhibit behavior that is aggressive or dangerous? Attach copy of BIP and explain ��
�
Case Manager:		Phone:	


Form Completed By:		Title:	


Parent/Guardian Signature:		Date:	


sr: 1/13/1999 DRAFT











